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Final Observations
Statement of Licensure Violations
1of 2

300.610a)
300.1210b)4
300.1210d)3
300.3240a)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
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.care needs of the resident,

Continued From page 1

each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal

4) All nursing personnel shall assist.and
encourage residents so that a resident's abilities
in activities of daily living do not diminish unless
circumstances of the individual's clinical condition
demonstrate that diminution was unavoidable.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) Objective observations of changes in a
resident’s condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee
or agent of a facility shall not abuse or neglect a
resident. (Section 2-107 of the Act) '

These Requirements were NOT MET as
evidenced by:

Based on interviews and records reviewed the
facility failed to prevent an incident of staff to
resident mental abuse by cutting the call light
cord for a resident assessed to require extensive
assistance. This affected 1 of 3 resident reviewed
for mental abuse. This failure resulted in R8
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feeling scared, repeating "I want my call light,”
and becoming anxious.

Findings include:

R8 is 58 years old with diagnosis including but not
limited to Anxiety Disorder, Panic Dosorder,
Chronic Obstructive Pulmonary Disease,
Paranoid Schizophrenia, Bipolar Disorder,
Essential Hypertension, Epilepsy, and
Atherosclerotic Heart Disease. R8's cognitive
assessment notes on 5/2/22 she as score of 15,
intact.

On 6/9/21 at 1:38PM R8 observed in her bed with
abright orange call light string next to her. R8
said "she always takes the call light from me." R8
was not able to give more description or details.

On 6/10/21 at 9:51AM R8 told the surveyor when
"they took my call light, | felt scared." R8 said she
used the call light to call for help.

On 6/9/22 at 1:55PM V1, Administrator, said |
was called and told the CNAs cut R8's call light
string. | was told the CNAs did not want to
cooperate with giving a statement or leaving the
facility. V1 said we had to threaten to file charges
against them to leave the facility. V1 said she
spoke to R8 and she said her call light string had
been cut. V1 said | confirmed with the nurses and
they said “everyone knew it was cut.” V1 said on
the Friday before this happened we had replaced

allthe call light strings with a solid orange colored:

string, when | saw the string after the allegation it
had been cut and pieced together in a different
color string. V1 said she went to interview R8 and
she said she hates those two, but did not give a
further statement. V1 said she was told about the
allegation by V13, Licensed Practical Nurse
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